Mucoepidermoid carcinoma (MEC) is a malignant neoplasm observed in the major and minor salivary glands. As the name implies, the tumor is composed of both mucus secreting cells and epidermoid type cells in varying portions. MMEC of the salivary gland can originate in both major and minor salivary glands from pluripotent reserve cells of the excretory ducts that are capable of differentiating into squamous, columnar, and mucous cells. It is more common tumor in individuals under 20 years of age. Greatest difference from the average age of all patients is noted in the hard palate for which the age distribution is slanted to the younger age groups. This paper reports a rare case of low-grade MEC of palate with aggressive clinical behavior in a 50-year-old female.
INTRODUCTION
Mucoepidermoid carcinoma (MEC) is a malignant neoplasm observed in the major and minor salivary glands. The biologic potential of this neoplasm has been controversial; different investigators have proposed varied sub-classifications and histopathological grading criteria since shortly after the first report by Stewart et al. in 1945 . [1] As the name implies, the tumor is composed of both mucus secreting cells and epidermoid type cells in varying portions. [2] As a result of this cellular heterogeneity, the histologic composition, biological behavior, and clinical course of MEC vary. [3] The tumor occurs fairly evenly over a wide range, extending from the second to seventh decades of life with a slight female predilection was noted. [4] MEC can originate in both major and minor salivary glands. It occurs mainly in the parotid gland (89.6%), followed by submandibular gland (8.4%) intraorally it shows a strong predilection for palate. [5] MEC, have a prognosis based upon the clinical stage, and histological grade with a good prognosis of MEC in children as the majority of them are well-differentiated or Grade I neoplasm. [6] We report a case of low grade MEC of palate in a 50-year-old female as a greater difference from the average age is noted in the hard palate for which the age distribution is slanted to the younger age groups.
CASE REPORT
A 50-year-old female patient reported at the Department of Oral Pathology, Rajarajeswari Dental College, Bangalore, with a chief complaint of a painless swelling on the right side of the palate since 3 years. Swelling was initially small, and a gradual increase in size was observed from past 3-4 months to the present size. Her past family, medical and dental history was not significant. Extra orally, a large solitary swelling was noticed on the right middle one-third of face causing gross asymmetry. Swelling was irregular, non-fluctuant with smooth borders extending from infraorbital region to angle of mouth. Skin over the swelling was normal.
Intraoral examination revealed swelling on right maxilla extending both palatally and buccaly from 12 to 18 region, buccal vestibule is obliterated w.r.t 13-16 [ Figure 1 ]. Mobility of 13 and 14 present. On palpation, it was tender and hard in consistency. Orthopantomogram showed a radiolucency extending from 12 to 16 region, root resorption with 13, 14 and cortical plate perforation with respect to 13-16 region [ Figure 2 ].
With a clinical diagnosis of MEC, the lesion was excised under local anesthesia, and the specimen subjected for histopathological examination and a final diagnosis of low-grade MEC was rendered.
DISCUSSION
Epithelial neoplasms originating in the minor salivary glands account for approximately 15% of all salivary gland neoplasms. [7] MEC is defined as a malignant epithelial tumor composed of varying proportions of epidermoid, mucous, intermediate, columnar and clear cells that often demonstrate prominent cystic growth. [8] It is believed to arise from pluripotent reserve cells of the excretory ducts that are capable of differentiating into squamous, columnar, and mucous cells. [3] Few possible etiological factors responsible for the development of MECs are therapeutic radiation, lipoidal instillation and presence of other foreign material. [9] Although no specific etiologic factors have been identified exposure to ionizing radiation has been reported in some cases. [10] Minor salivary glands MECs present as a bluish or redpurple fluctuant, smooth surfaced mass that is often clinically mistaken for a mucocele. They may also present with focal erythema or ecchymosis, granular or papillary surface, hard mass or as an ulcer. [9] The differential diagnosis of this lesion includes tori, pleomorphic adenoma, adenoid cystic carcinoma and osteoma.
Histologically, MECs are characterized by presence of a variety of cell types and growth patterns showing a mixture of mucous producing cells and squamous (epidermoid) cells. The mucous cells vary in shape consisting of abundant foamy cytoplasm.The epidermoid cells are often polygonal in shape with intercellular bridges, and rarely keratinization may be seen. The third type of cell is present and is believed to be the progenitor of both the mucous and epidermoid cells. They are present as small basaloid cells to larger ovoid cells with scant, pale eosinophilic cytoplasm. Traditionally, MECs are divided into low-, intermediate-, and highgrade types, which correlate to clinical behavior. [4] Our case is a rarity that showed aggressive clinical features such as tooth mobility, cortical plate perforation and histologically proved to be a low-grade MEC.
Grading system commonly considers the relative proportion of cell types (epidermoid, intermediate and mucinous cells), their respective degrees of atypia and growth patterns (cystic, solid, or infiltrative), mitotic rate, together with neural, vascular and bony invasion. [4] Microscopic features in this case revealed cyst-like spaces arranged in a lobular pattern [ Figure 3 ]. These spaces were lined by mucous and epidermoid cells [ Figure 4 ]. Few areas showed epithelial islands consisting of polygonal cells with hyperchromatic nuclei in few and vesiculated in others with scant cytoplasm. Based on these findings a diagnosis of low-grade MEC was made. Lack of mitosis, nuclear atypia, metastasizes to regional lymph nodes or distant organs and necrosis ruled high grade MEC.
Surgical resection is the mainstay of treatment for lowgrade MEC. Recurrence rate being 10%. Regardless of grade patients are much more likely to have recurrences if the margins of resection are positive. [9] Low grade MEC have a good prognosis with 5-year survival rates of about 90% and recurrences described in 1% of cases. [11] The patient was asymptomatic and did not show any evidence of recurrence in the follow-up period 14 months after surgery.
CONCLUSION
Based on the observations made in this case report we would like to state that histopathologically lowgrade MEC may present with aggressive clinical scenario though occasionally. Hence diagnosing MEC and deciding appropriate treatment plan should consider both clinical and histopathological features.
We also emphasize that application of the grading system according to Auclair et al. [4] as low, intermediate and high grades are necessary because MECs are relatively uncommon tumors that pathologists only occasionally encounter. Hence, a more deliberate and objective approach may help achieve greater consistency, better prognostic correlation, and ultimately, more appropriate therapy. 
